It is the fashion in medical writing to give at the end of a paper, a list of references of those people to whom the writer is indebted. I propose to reverse the procedure and start by thanking my friends in the tuberculosis world, not entirely for their written work but also for their help, advice, and the numerous hours of discussion which have enabled me gradually to crystallise my thoughts on this subject.
Artficial pneumothorax is no new notion. -It is on record that an ingenious physician attempted to introduce air into the pleuiral cavity as long ago as I822. Unfortunately he met onlv with a succes d'estime. The father of "A.P." treatment was one Forlanini whose efforts were successful in i888. Through his work and subsequently that of many others, the treatment of pulmonary tuberculosis by artificial pneumothorax, particularly during the past thirty years, has become increasingly the first line of offence.
Most people are under the impression that artificial pneumothorax treatment blows the lung down. This is quite wrong. It should be remembered that there is always a negative pressure (about -5 -I5 cms. of water) in the pleural cavity. If this were not so, the lungs would not follow the contour of the chest wall during normal respiration. The introduction of air into the pleural cavity reduces this negative pressure and, in the absence of pleural adhesions, the lungs relax and so occupy a much smaller volume. They are also not subjected to the full stretching involved in normal respiration. By a dispensation of providence the diseased lung loses its elasticity and so becomes more collapsed than the sound lung. This results in the "selective collapse" in which sound lung remains expanded and partly functional while diseased lung becomes increasingly collapsed. The The aim should alwavs be to achieve the desired collapse with the least possible increase of the intra-pleural pressure. This may mean frequent small refills but it is well worth the small extra trouble, if only for the increased comfort of the patient. After an artificial pneumothorax is well established, the patient should not be short of breath after a refill unless a refractory cavity will not stay closed with the usual negative pleural pressures.
The care of a bilateral pneumothorax is an art in itself. A balance has to be struck between controlling the disease and leaving enough lung tissue functioning for the patient to be comfortable. This, of course, means frequent small refills. Both sides should be refilled on the same day when both artificial pneumothoraces require a fill at the same time interval. This avoids having a tendency to mediastinal displacement one way one week and the other way the next. A bilateral ,pneumothorax may cause some worry if an effusion develops on one side. If the effusion continues to reform after one or two experimental aspirations, I usually allow the lung slowly to re-expand beneath the effusion by stopping the refills on that side.
If during the course of a unilateral pneumothorax, a spread of disease occurs, it is usually on the contra-lateral side. Unless the spread is very extensive, there is no reason to withhold a pneumothorax on the newly affected side and it is tempting providence to delav the induction until the first side has re-expanded--a practice which still has some devotees. The newly affected side should be collapsed as soon as the patient's general condition permits and a bilateral pneumothorax continued for a long time. A note on the termination of this treatment will be found later in this paper.
The complications of pneumothorax treatment deserves some mention. In the past "pleural shock" has been discussed. I doubt the existence of the condition. An air embolus, I think, accounts for all the symptoms. These can be anything from a slight faintness to paralysis, collapse and death. It is a most frightening condition for the operator, but if due care is taken that the needle is in the pleural space before air is introduced, it is fortunately a rare occurrence, and if the patient does not die, recovery is complete. A spontaneous pneumothorax occasionally superimposes itself on an already collapsed lung. The diagnosis may be difficult if one is not fairly experienced in the chest diseases, but the patient often gives a clue by saying "it feels like a very tight refill." An X-ray is necessary for confirmation. Once diagnosed the treatment is obvious, i.e. the removal of air through a needle inserted into the pleural cavity in the usual way. This may have to be repeated, or the needle can be tied in the chest and connected with a water bottle below the bed if relief is not obtained by a single decompression.
Surgical emphysema occasionally occurs-more frequently after the induction than after a refill, but except for some discomfort and considerable surpnse when the patient feels it, it does not call for alarm or anv particular treatment.
Pleural adhesions presumably come under the heading of complications, as they interfere with the satisfactory collapse of the lung. Mention has already been made of the operation "intrapleural pneumolysis" and the technique has so improved that there is no reason why an adhesion, which is actively prejudicing the patient's recovery, should be left alone. I would like to point out that this should be done before the patient is discharged from sanatorium. The decision should not be left to the unfortunate Tuberculosis Officer, who has to disappoint the patient by sending him away for a second spell of institutional treatment within a short time of his returning home in his own mind as a "cure."y
The most important complication is, of course, the formation of fluid in the pleural cavity. The nature of the fluid varies from the so-called simple effusion to thick tuberculous pus, but in my own mind I regard them as different degrees of the same condition. I strongly advocate conservative treatment in these cases. The fluid often absorbs without interference. It is my practice not to aspirate uhless the effusion is so large as to be cauising the patient discomfort or constitutional symptoms. I have seen too many cases with persistent sinuses to be enamoured of frequent aspirations, pleural washouts, and the like. If the effusion becomes purulent and contains many tubercle bacilli, I even stop the refills and wait for the lung to re-expand beneath the fluid, which in many months, often forms a mantle at the apex controlling the area of the lung which was originally diseased. Surgical procedures, i.e. thoracoplasty, are being advocated at an earlier and earlier stage of tuberculous pyopneumothoraces, even in the absence of grave constitutional disturbance. A pyothorax is likened to a time-bomb in the chest-many supposed time-bombs in the war proved to be "duds"! Furthermore, a collection of tuberculous pus is not regarded as an indication for immediate operation in surgical tuberculosis,
